Their study is valuable for epidemiologists and public health practitioners, and has important strengths. Cleland and Ali use information from all countries in sub-Saharan
Africa that have had two or more Demographic and Health Surveys since 1990 to estimate behaviour trends. Reliable information on number of sexual partners of these women was unfortunately not available, but having multiple sexual partners is a well known risk factor for HIV transmission 2 In fact, in different places in Africa where UNAIDS suggests HIV has declined, the success seems to be mainly attributed to the reduction of multiple sexual partners. 3, 4 If the effect of any HIV prevention strategy has to be accurately assessed, precise information about all factors determining the risk of HIV transmission is necessary. Data about the number of sexual partners is also crucial in relation to the hypothesis of risk compensation. Briefly, this hypothesis suggests that the introduction of new technological approaches to prevention could reduce the perception of risk and thus worsen the compliance with other basic preventive behaviours. In the end, higher risk taking could off set the protective benefits theoretically associated with the new approach. For example, risk compensation was cited for the initial failure of seat-belt laws to prevent road accident deaths because drivers presumed that wearing a seat belt would protect them from their riskier driving. 5 Others have extended risk compensation to HIV prevention. 6 Campaigns mainly focusing on condom use at the population level could paradoxically lead to an increase in risky behaviours, such as the number of sexual partners if the population perceives condoms to be absolutely safe, irrespective of sexual behaviour. The overall effect of such an intervention could be off set by riskier behaviours at the population level and thus hinder the targeted decrease of HIV incidence. 7 A community trial in Uganda suggested this paradoxical effect. 8 Discussions on the ABC approach (Abstinence, Be faithful, use Condoms) for HIV prevention are regularly surrounded by controversy.
Some groups or governments advocate abstinence-only programmes. At the other end of the debate, others regard promoting the delay of sexual debut and mutually monogamous sex as too naive and favour condoms as the only practical measure to prevent sexually transmitted HIV.
Beyond this debate, we are convinced that each of the three components of the ABC approach share common difficulties in their implementation. 9 Specifically, if we think about young women in Africa or elsewhere, the same reasons that could make the implementation of delayed sexual debut and mutual monogamy programmes unfeasible also hinder the consistent use of condoms. Indeed, women's subordinate status, including violence and sexual subordination, or inequities, such as the economical inequities between men and women, are powerful determinants in the sexual spread of HIV. Preventive programmes could benefit from being comprehensive and taking the specific needs of different target groups into account. 10 Cleland and Ali propose to concentrate and improve condom promotion by using the pace of change and acceptance gained by promoting condoms for contraceptive use in Africa because it seems more difficult for women to argue in favour of condoms for the prevention of sexually transmitted infections. However, as stated in a report on the feminist perspective on the ABC strategy, behaviours such as the delay of sexual debut, mutual monogamy, and condom use can be considered as "outcomes of prevention strategies" rather than "strategies in themselves". And the threshold at which a doctor should act if he or she, or a colleague, is underperforming is now lowered. The test is not whether a doctor is "fit to practise"-a significant and burdensome judgment to make about a colleague-but whether that doctor "may be putting patients at risk".
The second part of the GMC's guidance-an explanation of what good medical practice means-also signals a dramatic alteration in balance between the doctor, the patient, and the State. The GMC defends the idea of medical professionalism, not only "in action", but also as being a defining set of ideas that supports the probity of a medical practitioner. Indeed, it is the "goodness" of the doctor, and not an abstract and disengaged manifesto for good medical practice, that is put at the centre of the GMC's thinking.
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